Background. The aim of this study was to cross-culturally adapt the Psychological Injury Risk Indicator (PIRI) and to validate its psychometric properties. Methods. Workers from 24 small companies were invited to self-complete the PIRI before undergoing their routine medical examination at the workplace. All participants (841 out of 845, 99.6%) were also asked to report occupational injuries and episodes of violence that had occurred at the workplace in the previous 12 months and were given the General Health Questionnaire (GHQ12) to complete. Results. Exploratory factor analysis revealed a 4-factor structure, "sleep problems, " "recovery failure, " "posttraumatic stress symptoms, " and "chronic fatigue, " which were the same subscales observed in the original version. The internal consistency was excellent (alpha = 0.932). ROC curve analysis revealed that the PIRI was much more efficient than GHQ12 in diagnosing workers who had suffered trauma (workplace violence or injury) in the previous year, as it revealed an area under the curve (AUC) of 0.679 (95% CI: 0.625-0.734) for the PIRI, while for the GHQ12 the AUC was 0.551 (not significant).
Background
Work-related stress is a very important and complex phenomenon. Occupational health surveillance must check for the presence of environmental stressors in the workplace, determine how they are perceived by workers, and assess any possible resulting psychological damage. The occupational physician has a number of tools that can be used before regular medical examinations of workers to measure the risk factors, the perception of risk, and the ultimate psychological effects. The literature includes a large number of questionnaires that cover the first two areas, while there are relatively few screening tools to indicate psychological damage [1] .
The Psychological Injury Risk Indicator (PIRI) is a recently developed instrument designed to identify the presence of psychological injury and to assess the level or degree of injury [2] . The authors conducted some pilot studies on police officers, as these first-responder workers are exposed to operational challenges in high-stress environments where they are sometimes subjected to direct physical threat and also to organizational demands and exhausting work schedules often encountered in paramilitary structured, male-dominated, hierarchical work groups [3] . Both traumatic operational events and threat/stressors of a more administrative nature, such as workplace discrimination, bullying, or internal discipline and control structures, The Scientific World Journal may activate a complex and highly adaptive neural response within the brain-the threat response mechanism-which focuses physical and cognitive capacities on resolving the threat. When environmental circumstances cause it to be activated too frequently, and for excessively long periods, the abnormally high chemical stress of cells in the brain's limbic system (allostatic load) [4] results in a variety of characteristic behavioral, emotional, and capacity changes, the outcome of which may be uncertain [5, 6] .
The PIRI pilot studies indicated that this instrument may assess the level or severity of psychological injury with good correspondence to a clinical assessment made by an experienced clinician. These studies indicated that further testing in larger groups, together with clinical assessment by multiple clinicians, was needed in order to confirm these findings and ascertain whether the PIRI is also a useful tool for the screening of workers.
In this study, the cross-cultural validity of the questionnaire was evaluated, and the Italian version of the PIRI was administered to workers from various sectors in which the risks were different from those experienced by police officers. The main purpose of this work was to verify the psychometric properties of the questionnaire. A second aim was to assess whether the PIRI could be useful in screening individuals who had suffered injury or violence at work.
Methods

Translation Procedure.
The translation of the PIRI into Italian was carried out in accordance with well-accepted guidelines [7] . Firstly, an assessment of the linguistic accuracy of the PIRI was made by means of a standard "forwardbackward" translation procedure. Independent translators and occupational physicians familiar with occupational psychology performed forward translation, while a native English speaker performed backward translation. Assessment of linguistic and conceptual equivalence was made during the translation process from English into Italian and vice versa. Sixteen subjects filled in the penultimate version and underwent a semistructured interview about problems in wording and answering. All the findings were reevaluated by the authors, although no further adjustment was required. The author of the original version of the questionnaire was available to clarify any doubts. The Italian version of the questionnaire that was finally adopted was therefore the result of corrections for any inconsistencies detected between the original version and the resulting draft. Finally, the questionnaire was administered to workers prior to their regular medical examination in the workplace. The PIRI was usually self-completed in 5-10 min, with a physician available to explain any questions that arose. On the whole, workers did not have difficulty in understanding the instructions or the items of the scale.
Population and Questionnaires.
Workers from 24 small companies in the Latium region of Italy were invited to selfcomplete the PIRI and the General Health Questionnaire (GHQ12) [8] prior to their regular medical examination at the workplace. The GHQ12 is a well-known, validated, and frequently used self-report scale for assessing mental health. It was included to test the construct validity and responsiveness and to permit direct performance comparison with the PIRI scale in the screening of employees who had experienced trauma.
The PIRI included 30 questions. Questions 1-26 yielded 7 replies, with a score graded according to a Likert scale, comprising 4 subscales: A, "sleep problems" (6 items), B, "recovery failure" (5 items), C, "posttraumatic stress symptoms" (10 items), and D, "chronic fatigue" (5 items). Questions 27-30 were dichotomous (yes/no) items, corresponding to the Rapid Alcohol Problems Screen (RAPS 4) measure, a fourquestion quiz designed for detecting alcohol dependence [9] . The raw score total was standardized, so the range was between 0 and 100. The GHQ12 comprised 12 questions, each of which had 4 replies graded according to a Likert scale. The total score was standardized to make it homogeneous with the PIRI scale, so that the score ranged from 0 to 100.
Workers' participation was not mandatory; however, almost all the workers agreed to fill in the questionnaires. Written informed consent for participation in the study was obtained from participants. All participants (841 out of 845, 99.6%) were also invited to report occupational injuries and episodes of violence that had occurred in the workplace in the previous 12 months.
The final sample included 841 workers, 277 (32.9%) males and 564 (67.1) females, with a mean age of 42.8 ± 10.6 years. They were employed in stores and supermarkets, social and home care, education, fuel distribution, construction, and offices.
Before the survey we assessed the degree to which the results of PIRI are consistent over time administering the questionnaire to 12 volunteers twice a week away.
This study was approved by the Ethics Committee of the Università Cattolica del Sacro Cuore of Roma, and permission was obtained from the author of the original version.
Statistical Analyses.
The internal consistency of the PIRI was evaluated using Cronbach's alpha. The item-total correlation and changes in alpha due to deleted items were examined in order to determine how each item influenced the reliability of the tool. Only items that had a significant correlation with the total score and produced a reduction in alpha value if the item was removed were studied in subsequent analyses.
The stability of the questionnaire was assessed by giving the PIRI to the same respondents on two separate occasions using the test-retest intraclass correlation coefficient (ICC) [10] . Anova test was used to analyze the difference between trials. ICC was calculated using two-way mixed model, type consistency, averaged measures.
Construct validity, that is, the ability to measure the underlying concept of interest in occupational medicine, was assessed by comparing the PIRI with GHQ12 using Spearman's rho correlation coefficient.
Exploratory factor analysis (EFA) [11, 12] was conducted to test the dimensionality of the scale, to identify interrelationships among group items that formed unified concepts, and to determine whether the Italian version maintained the same structure as the original Australian form that is classically divided into 5 subscales. EFA was performed after considering whether Bartlett's test of sphericity, assessing if the correlation matrix of data is an identity matrix with all items unrelated, was significant and the Kaiser-MeyerOlkin (KMO) criterion, which tests the sampling adequacy to ensure that the scale items are relevant for factorial analysis, was ≥0.80. The Kaiser rule was used to determine the number of extracting factors (eigenvalues >1). As this method (i.e., the default method in many statistical package programs) is not recommended when used as the sole cut-off criterion as it may overinflate the number of factors [13] , we also repeated the EFA, dropping one factor. Varimax rotation of factors with the Kaiser optimization technique was used to make the output more understandable. Interpretation of the factors was based on observation of factor loadings. Items with a loading of over 0.50 in one factor, and less than 0.30 in each of the remaining factors, were interpreted to be indicative of that factor.
Responsiveness, that is, the extent to which changes in questionnaire measure relate to external changes, was studied by Receiver Operating Characteristics (ROC) curve analysis. A ROC analysis was calculated on the PIRI and GHQ12 score using the dichotomous "trauma experience" (injury or workplace violence in the previous year) as the external criterion. ROC curves were utilized to identify the most discriminant PIRI total score cut-off (i.e., the one that was able to distinguish workers who had suffered psychological trauma) from all others. Using the ROC curve, the diagnostic efficacy of each questionnaire was described in terms of sensitivity (probability that the measure correctly classified workers who had experienced trauma) and specificity (probability that the measure correctly classified workers who had not experienced trauma). Values for sensitivity and for false-positive rates (1 − specificity) were plotted on theand the -axis of the curve and the area under the curve (AUC) represented the probability that the measure correctly classified workers as positive or negative with respect to trauma. This area theoretically ranges from 0.5 (inaccuracy in discriminating) to 1.0 (perfect accuracy) and an AUC around 0.70 is considered to be acceptable [14] .
Statistical analyses were conducted with the IBM/SPSS package (version 20.0).
Results
Descriptive Analyses.
The survey results are summarized in Table 1 .
The workers showed willingness to take part in the survey and on the whole encountered no difficulty in completing the PIRI. Workers were able to seek the advice of a physician if they had any doubts. The most frequent queries involved questions 27-30, relating to the maladaptive use of alcohol. All the workers in this study had been the target of an information campaign on the use of alcohol and actions against drinking on the job since 2008, so alcohol abuse was virtually nonexistent in this cohort. Consequently, the answers to these questions were almost all negative, making it impossible to analyze this part of the questionnaire. Some workers who had not suffered any recent trauma observed that the questionnaire contained questions about "particularly upsetting or distressing events or experiences you have encountered during the course of your work" but that nothing had actually happened to them.
Internal Consistency and Reliability.
Test-retest reliability measured on 12 subjects in two separate tests with an interval of one week gave no difference between trials and an intraclass correlation coefficient ICC = 0.931, indicating a high degree of reliability.
The PIRI scale revealed a high level of internal consistency. Cronbach's alpha value computed on the whole questionnaire was 0.927; each of the first 26 items had a substantive correlation with the total and provided a relevant contribution to the scale because alpha decreased when each item in turn was deleted.
In our sample alcohol-related problems were virtually absent. The last four items (from 27 to 30), concerning alcohol use, had 3359 negative and only 5 positive answers. Consequently, items were not correlated with the total and, if removed, caused an increase in the consistency of the scale. If questions about alcohol use were excluded, Cronbach's alpha value for the first 26 items of PIRI rose to 0.932.
Internal consistency ranged from good to excellent for each of the subscales: for part A, "sleep problems" (6 items), alpha = 0.765; part B, "recovery failure" (5 items), alpha = 0.919; part C, "posttraumatic stress symptoms" (10 items), alpha = 0.913; and part D, "chronic fatigue" (5 items), alpha = 0.776. Part E of the questionnaire, containing 4 binary items on maladaptive alcohol use, could not be evaluated due to the fact that, out of the 841 workers, only 4 gave at least one affirmative response. For this reason, items from 27 to 30 of the PIRI were excluded from subsequent analyses.
The GHQ12 had an excellent internal consistency (alpha = 0.830).
Construct Validity.
A significant correlation was found between the total scores of the PIRI and the GHQ12 (Spearman's rho = 0.415, < 0.0001).
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Structural Validity.
A KMO coefficient of 0.937 and statistical significance ( < 0.001) of Bartlett's test for sphericity enabled us to perform factor analysis on items 1-26 of the PIRI. Five factors had an eigenvalue higher than 1 and the first explained 38.2% of the variance, while all factors together explained 62.5%. Table 2 shows the itemfactor loadings using Varimax rotation and the single item communalities. Item communalities followed the same distribution as the original version of the questionnaire, with the only exception of part C "posttraumatic stress symptoms" which was split into two factors: remind symptoms (3 items) and psychosocial symptoms (7 items). When we forced the analysis to elicit only 4 factors, these two factors collapsed into a single factor, which explained 38.3% of variance. The overall explained variance with a 4-factor solution was 58.5% (Table 3) .
External Responsiveness.
The ROC analysis carried out on the PIRI standardized score (calculated on 26 items) revealed an AUC of 0.68 (95% CI 0.63-0.73), thus showing acceptable discriminative capacity; the cut-off point that best discriminated between workers with and without previous trauma was 19.5 (sensitivity 66%, specificity 68%) (Figure 1) . Conversely, the GHQ12 score had a very low and nonsignificant AUC of 0.55 (95% CI 0.49-0.61).
Discussion and Conclusions
The present study provides evidence of the validity of the Italian version of the PIRI. We translated the questionnaire into Italian, adapted it to the original English version, and then tested it on a large sample of workers from various occupational areas. Our results demonstrate high internal consistency, construct and structural validity, and responsiveness of the instrument. The internal consistency of the PIRI was satisfactory as Cronbach's alpha was above 0.90 and each of the first 26 items had a substantive correlation with the total. Furthermore, Cronbach's alpha decreased when each item was deleted, confirming the relevant contribution of each item to the scale. A poor correlation was found only between questions concerning alcohol use and the overall score and, when these were deleted, the alpha increased.
The structural validity of the Italian version of the PIRI was exactly the same as the Australian version. Subscales, A, "sleep problems" (6 items), B, "recovery failure" (5 items), C, "posttraumatic stress symptoms" (10 items), and D, "chronic fatigue" (5 items), in the Italian version are corresponding to the original.
The PIRI is proved to be strictly related to the GHQ12 and, therefore, to have the same construct validity as the latter which is currently the most common assessment of mental wellbeing [15] . This screening test, developed to detect people at risk of developing psychiatric disorders, is a measure of the common mental problems of depression, anxiety, somatic symptoms, and social withdrawal [15] . Two factors, expressing anxiety/depression and social dysfunction, proved
The Scientific World Journal 5 to be highly correlated with each other and sufficiently stable in cross-cultural comparisons [16] . However, the PIRI seems more effective than the GHQ in determining damage resulting from traumatic stress. When these two instruments were compared in workers who had suffered a trauma such as an injury or physical or verbal aggression, while the GHQ failed to show any diagnostic power, the PIRI proved to be a test of acceptable sensitivity and specificity. In this context, it should be noted that the method used to conduct the survey limited the efficacy of the test. In fact, since the workers were subjected to annual medical examination, the time interval within which the adverse event could have happened was 12 months, while the PIRI referred to events that had occurred in the previous three months. The average score of the PIRI in our cohort is significantly lower and the number of cases that may be considered indicative of psychological injury is significantly lower than that observed in studies of Australian police and patients with posttraumatic stress disorder PTSD [2, 3] . Our observation in fact was conducted on "healthy, " not first-line, workers. The effectiveness of the PIRI also in this cohort shows that this questionnaire can have a much wider application than the initial one; for example, it can be used to measure psychological discomfort during common jobs and outside major stressful events. The theoretical basis, development, content and construct validity, and reliability of the original English version of the PIRI suggest that it has the potential to be a useful assessment of psychological injury in workers who have experienced occupational trauma of moderate intensity, such as a work accident or workplace harassment.
The PIRI questionnaire contains two subscales, "recovery failure" and "chronic fatigue, " making it a potentially useful tool in studies of presenteeism, sickness absence, and job performance. In future studies it would be interesting to compare the PIRI with other outcome measures such as the Health and Work Performance Questionnaire (HPQ) [17] , the Work Limitations Questionnaire (WLQ) [18] , and the Nurses Work Functioning Questionnaire [19] .
A limitation of our study is that it was conducted on a cohort of workers who had already been screened for alcohol; consequently, the frequency of maladaptive behavior related to alcohol was lower than expected. Longitudinal studies conducted in populations of different employment sectors can help to improve the knowledge of this tool.
